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BACKGROUND 
Maternal and child malnutrition is responsible, directly or indirectly for 3·5 million deaths annually among children under five years of age1. Many of these deaths occur during the first year of life, and are often associated with inappropriate feeding practices, for example suboptimum breastfeeding, especially non-exclusive breastfeeding in the first 6 months of life, results in 1·4 million deaths annually
. Infants, 0 – 5 months of age who are not breastfed have seven-fold and five-fold increased risk of death from diarrhoea and pneumonia respectively, compared with infants who are exclusively breastfed
 At the same age, non-exclusive rather than exclusive breastfeeding results in a more than two-fold increased risk of dying from diarrhoea or pneumonia
. Infants 6-11 months old who are not breastfed also have an increased risk of such deaths
 An analysis of low-cost, highly effective child survival interventions calculated that exclusive breastfeeding in the first 6 months of life and continued breastfeeding for 6–11 months, if increased to 90%, could prevent 13%-15% of deaths among children younger than 5; higher than any other intervention
. 

The protection, promotion and support of breastfeeding and appropriate complementary feeding are essential to the well-being of infants and young children. Breastfeeding is an unequalled way of providing ideal food for the healthy growth and development of infants. As a global public health recommendation, infants should be exclusively breastfed for the first six months of life; and thereafter should receive nutritionally adequate and safe (hygienically prepared, stored, and fed with clean hands and clean utensils) complementary foods while breast-feeding continues for up to two years of age or beyond. 

Importance of breastmilk: 

Breastfeeding is an unequalled way of providing complete hygienic food for the healthy growth and development of infants as well as forming a unique biological and emotional basis for the health of both mother and child. Among its benefits are:  

· Promoting sensory and cognitive development

· Protects the infant against infectious and chronic diseases. Exclusive breastfeeding reduces infant mortality due to common childhood illnesses such as diarrhoea or pneumonia, and helps for a quicker recovery during illness
. 

· Early initiation (within one hour of birth) of exclusive breastfeeding significantly reduces the risk of neonatal mortality.  Infants for whom initiation of breastfeeding is delayed to more than 24 hours after birth are 2.4 times more likely to die during their first month of life.  The risk of neonatal death is increased approximately four-fold if milk-based fluids or solids are provided to breastfed neonates
. 

· Breastfeeding contributes to the health and well-being of mothers, exclusive breastfeeding can help with child-spacing, reduces the risk of ovarian cancer and breast cancer. 

· Breastfeeding increases family resources as it is free. 

· Breast milk alone (exclusive) satisfies all the nutritional requirements of an infant for the first complete six months of life and it continues to provide up to half or more of a child’s nutritional needs during the second half of the first year, and up to one-third during the second year of life. After six months, adequate and appropriate infant complementary foods become necessary to complement breast milk in order to meet the energy and other nutrient requirements of the infant (timely complementary feeding), however breastfeeding should continue until the child is two years of age and beyond.

Inappropriate handling of milk products can undermine breastfeeding and directly contribute to increased morbidity and mortality in infants and young children. Health hazards associated with the use of milk products include: 

(i) Problems with contamination and reconstitution of milk products. Unsafe drinking water is common in many settings especially after an emergency, making the possibility of contamination highly probable. The sterilization of bottles and cups used for infant feeding is not possible in many places due to a shortage of water and cooking fuel. In addition reconstituted formula and opened UHT are ideal media for breeding harmful bacteria. Acute and chronic diarrhoea and dehydration resulting from the ingestion of contaminated milk, increases morbidity and mortality in young children, whose immune system is not yet fully developed and consequently is less able to resist the effects of high bacterial  food contamination.  

(ii) Incorrect reconstitution of milk is also a problem. Feeding a child over-diluted milk will result in inadequate dietary intake, contributing to malnutrition. Conversely, the consumption of concentrated milk products such as undiluted animal milk, dried-skim milk (DSM) or dried-whole milk (DWM) by infants can result in renal failure or even death due to high concentrations of sodium and protein. In addition different brands and types of infant formula carry different mixing instructions, which are rarely included on packaging in a language that is appropriate to the emergency-affected population, means that the risks of over or under-dilution are real threats in emergencies. 
There are situations where breast milk substitutes (BMS) may be necessary. In such situations, BMS should only be targeted to infants requiring it, as determined from an assessment by a qualified health or nutrition worker trained in breastfeeding and infant feeding issues. Under these circumstances suitable BMS should be procured and supplied as part of the regular inventory of foods and medicines. Appropriate safeguards should be in place to ensure that they are distributed only for infants who have to be fed on breast milk substitutes, for as long as they have to be fed on them and by those who are prepared to administer them correctly. A return to breastfeeding, if at all possible, should nevertheless remain a priority health objective. 

The HIV pandemic poses a unique challenge to infant feeding. An estimated 1.6 million children are born to HIV-infected women each year, mainly in low-income countries (WHO). Women who are HIV positive should be supported to make an informed decision about infant feeding, where the risk of HIV transmission through breastfeeding is weighed against the risk of infant illness or death from not breastfeeding; which can be high in an emergency setting. The most appropriate infant feeding option for an HIV-infected mother should continue to depend on her individual circumstances, including her health status and the local situation, but should take greater consideration of the health services available and the counselling and support she is likely to receive. Exclusive breastfeeding is recommended for HIV-infected women for the first 6 months of life unless replacement feeding is acceptable, feasible, affordable, sustainable and safe (AFASS) for them and their infants before that time (WHO 2006). 

Twenty five years after the adoption of the International Code of Marketing of Breast-milk Substitutes (the Code) and fifteen years into giving practical effect to the Innocenti Declaration and the Baby-friendly Hospital Initiative, promoting appropriate feeding practices are still essential for attaining and maintaining optimal health and nutrition of infants and young children. The accumulated scientific evidence of the significance of the early months of life for child growth and development; and the unique challenges posed by the HIV pandemic and emergencies on infant feeding are recognized and have led to the development of this policy, which provides guidance on the procurement and use of milk products with the aim of supporting appropriate infant and young child feeding practices in emergency and non-emergency situations. 

Context

The International Code of Marketing of Breastmilk Substitutes (1981) and subsequent relevant World Health Assembly resolutions (the Code): The aim of the Code is to contribute to the provision of safe and adequate nutrition for infants, by the protection and promotion of breastfeeding, and by ensuring the proper use of breast milk substitutes when these are necessary, on the basis of adequate information and through appropriate marketing and distribution. The Code sets out the responsibilities of the manufacturers and distributors of breast-milk substitutes, health workers, national governments and concerned organizations in relation to the marketing of breast milk substitutes, bottles and teats. 

The UN Convention on the Rights of the Child (1989) 
 articulates in its Article 24 the right of all children to the highest attainable standard of health, acknowledges the mother’s right to appropriate pre and post-natal care, as well as the right of all to full and unbiased access to information and education regarding child health and nutrition, the advantages of breastfeeding, hygiene and environmental sanitation.
The 2002 WHO Global Strategy on Infant and Young Child Feeding, with human rights as its core principles, states that: 

“Infants and children are among the most vulnerable victims of natural or human-induced emergencies. Interrupted breastfeeding and inappropriate complementary feeding heighten the risk of malnutrition, illness and mortality. Uncontrolled distribution of breastmilk substitutes (BMS), for example in refugee settings, can lead to early and unnecessary cessation of breastfeeding. For the vast majority of infants, emphasis should be on protecting, promoting and supporting breastfeeding and ensuring timely, safe and appropriate complementary feeding. There will always be a small number of infants who have to be fed on breastmilk substitutes based on proper assessment”.

The Innocenti Declaration 2005 on Infant and Young Child Feeding, endorsed by the UN SCN and welcomed by the 2006World Health Assembly, calls on all parties to “protect breastfeeding in emergencies, including by supporting uninterrupted breastfeeding and appropriate complementary feeding, and avoiding general distribution of breastmilk substitutes”.

The Operational Guidance on IFE, developed by the inter-agency IFE Core Group, aids the practical application of these and other key UN policy documents and aims to assist decision-makers, planners and donors in meeting their responsibilities set out in these documents. The Code has been built upon in the Operational Guidance on IFE, informed by the experiences of recent emergencies.

X AGENCY’S POLICY ON PROCUREMENT AND USE OF MILK PRODUCTS 
Goal: To ensure the fulfilment of the highest attainable standards of health including the right to adequate nutrition as stated in the Convention on the Rights of the Child by all Children in X Agency’s programme areas. 

Policy summary: 
 X Agency will uphold and promote the principles embodied in the International Code of Marketing of Breast Milk Substitutes, and subsequent relevant World Health Assembly (WHA) resolutions (the Code) in protecting, promoting and supporting breastfeeding and safe and appropriate infant and young child feeding practices as a minimum requirement. Further, it will uphold and promote the principles embodied in the Innocenti Declaration (2005) on the Protection, Promotion and Support of Breastfeeding, the Global Strategy for Infant and Young Child Feeding (2003) and the Operational Guidance for Emergency Relief Staff and Program Managers on Infant and Young Child Feeding in Emergencies (2007) that embodies the principles of the Code.

Key definitions: see Annex 1 

POLICY 
1. X Agency will support, protect and promote exclusive breastfeeding of infants for the first six months of their lives and continued breastfeeding for two years or beyond, with timely and correct use of adequate complementary foods in communities in which it has activities. 

2. X Agency will uphold and promote the provisions of the International Code of Marketing of Breast Milk Substitutes and subsequent WHA resolutions as a minimum requirement (Annex 2) and will act to prevent and respond to observed violations of the Code.
3. X Agency endorses the Operational Guidance for Emergency Relief Staff and Program Managers on Infant and Young Child Feeding in Emergencies, version 2.1, February 2007 (Key points in Annex 3)(known subsequently as the ‘Operational Guidance on IFE’)  A number of elements of the Operational Guidance on IFE are applicable in emergency and non-emergency settings. X Agency recommends that the full Operational Guidance on IFE is referenced and implemented in conjunction with this policy. 

4. X Agency recognizes the challenges of infant and young child feeding in refugee settings. X Agency handling of milk products in refugee settings will be in accordance with the UNHCR's policy for Acceptance, Distribution and Use of Milk Products in Refugee settings (UNHCR Milk Policy).  
5. X Agency will not solicit or accept donations of breast milk substitutes, milk products, commercial baby foods or bottles and teats.

ASSESSMENT AND TARGETING 
6. X Agency will only source and distribute infant formula when based on an infant and young child feeding needs assessment using established and agreed criteria* conducted by personnel who have received training on infant and young child feeding and in consultation with technical health and nutrition personnel. When the use of infant formula is indicated, X Agency will only distribute to the infants requiring it and will ensure that the supply is continued for as long as the infants concerned require it.

*Example criteria for temporary or longer-term use of infant formula: 

Absent or dead mother, very ill mother, relactating mother, HIV positive mother who has chosen not to breastfeed and where the Acceptable, Feasible, Affordable, Sustainable and Safe (AFASS) criteria are met, infant rejected by mother, infant artificially fed prior to the emergency, rape victim not wishing to breastfed. Care should be taken that no stigma is attached to choosing to use infant formula. 

7. X Agency will assess the availability of fuel, water and equipment for safe preparation and use of BMS and milk products prior to distribution. Interventions to support artificially fed infants should budget for the purchase of BMS supplies along with other essential needs to support artificial feeding, such as fuel, cooking equipment, safe water, sanitation and staff training. 

HANDLING BMS DONATIONS AND SUPPLIES
8. X Agency will not solicit or accept donations of BMS, milk products, bottles or teats.

9. Where criteria for the use of BMS are met (point 6 above) BMS supplies will be purchased by X Agency. These supplies may be used within and distributed by the health care system (see Key Definition) where X Agency is working as part of the nutrition and health emergency response (see Key Definition) and in accordance with the provisions of the Operational Guidance on IFE. X Agency will only supply a partner organisation with BMS if both are working as part of the nutrition and health emergency response and the provisions of the Operational Guidance on IFE and Code are met.  

10. Where the use of a BMS is indicated, X Agency will purchase generic / unbranded formula after approval by senior health and nutrition staff. If and when generically labelled infant formula is unavailable, X Agency will purchase branded infant formula, manufactured and packaged in accordance with the Codex Alimentarius standards, have a shelf-life of at least 6 months on receipt of supply, and label in appropriate language and adhere to the labelling requirements of the Code, on the open market and used without association or implied endorsement. 

11. X Agency will take all possible steps to actively discourage the distribution and use of infant feeding bottles and artificial teats in all its programs and projects. Where an infant or young child is not breastfed, X Agency encourages use of cups (without spouts) and spoons for feeding

12. X Agency will source and distribute dried milk products only if they can be used under strict control in hygienic conditions either for on-the-spot consumption in a strictly supervised environment, such as therapeutic feeding program and wet supplementary feeding program or pre-mixed centrally with cereal flour, sugar and oil to produce a dry take-away premix for cooking at household level. It will not be distributed as a single commodity

13. X Agency will source and distribute pre-formulated therapeutic milk or DSM to prepare therapeutic milk only for treatment of severe malnutrition in accordance with current international guidelines. 

14. X Agency will source and distribute dried skim milk, DSM (for use as specified – point 11 & 12) only if it has been fortified with Vitamin A. 

INFANT FEEDING AND HIV 
15. X Agency recognizes the challenges and limited field experience regarding infant and young child feeding in the context of HIV and emergencies. X Agency supports the current WHO consensus on HIV and infant feeding (Annex 4) and will ensure that the procurement, distribution and use of BMS and milk products in the context of replacement feeding in an emergency context is in accordance with the WHO recommendations and the provisions of the Operational Guidance on IFE with regard to reducing the risks of artificial feeding for both non-breastfed and breastfed infants. 

16. Where HIV status of the mother is unknown or she is known to be HIV negative, X Agency will encourage and support the mother to exclusively breastfeed her infant for the first 6 moths of life and continued breastfeeding for two years or beyond, with timely and correct use of adequate complementary foods. 

17. X Agency recognises that mothers who are HIV positive should be empowered to make informed decisions about infant feeding options., The decision should be based on a woman’s individual circumstances but should take greater consideration of the health services available and the counselling and support she is likely to receive. Moreover for most women in emergencies, introducing replacement feeding or early cessation of breastfeeding is unlikely to be an acceptable, feasible, affordable, sustainable and safe (AFASS) option: 

“The risks of infection or malnutrition from using breastmilk substitutes are likely to be greater than the risk of HIV transmission through breastfeeding. Therefore, support to help all women to achieve early initiation and exclusive breastfeeding for the first six completed months and the continuation of breastfeeding into the second year of life are likely to provide the best chance of survival for infants and young children in emergencies. The decision should be based on a woman's individual circumstances but should take greater consideration of the health services available and the counselling and support she is likely to receive.  Mixed feeding, that is breastfeeding and giving breastmilk substitutes, is the worst option, as it carries a higher risk of transmission than exclusive breastfeeding.” (Ops Guidance on IFE, 2007, 5.2.8).

In all circumstances, decision about infant feeding option for women who are HIV positive will be made in consultation with senior technical health and nutrition staff. Refer to Annex 4 

COMPLEMENTARY FEEDING IN EMERGENCIES 
18. X Agency will encourage and support the use of local, nutritious complementary foods, including local production of fortified foods, with the aim of self-reliance and respect for local culture and eating habits. 

19. Where a population is dependent on food aid, X Agency advocates that a micronutrient-fortified food should be included within the general ration to meet the nutritional requirements of older infants and young children. X Agency recognises that Ready to Use Therapeutic Foods (RUTF) are formulated for the management of malnutrition and are not an appropriate infant complementary food.

STAFF TRAINING 
20. X Agency will provide training, or access to training where it is available, to technical and non-technical staff to promote, protect and support optimal infant and young child feeding practices (including breastfeeding management and relactation). 

COORDINATION 
21. X Agency will work with and support the designated coordinating agency on infant feeding in an emergency. X agency recognises the particular vigilance and support that may be required in ensuring the appropriate handling of unsolicited donations of BMS, milk products, bottles and teats. [Note within the UN IASC Cluster approach, UNICEF is likely the IFE coordinating agency in the field]

22. X Agency will work towards ensuring the implementation of the Operational Guidance on IFE by other agencies/organisations. This includes advocacy with government, implementing partners, donors, media, and the military, in both emergency preparedness and response, with regard to the appropriate acceptance, procurement, distribution and use of purchased supplies of BMS, milk products, bottles and teats in emergencies.
ACCOUNTABILITY 
23. Procurements of all milk products, infant formula and breast milk substitutes must be approved by the Operations Director consistent with this policy. 

24. Any issues regarding this policy on the procurement and use of milk products in field programmes should be reported to X Agencies Senior Health Advisor and/or the IFE Core Group www.ennonline.net/ife.

25. Issues regarding handling milk etc in refugee settings, refer to UNHCR.

26. Issues regarding complementary feeding in emergencies should be directed to FAO/WFP, 

27. Any issues relating to infant and young child feeding or coordination of IFE during an emergency should be addressed to UNICEF at country/regional level. For field details, contact UNICEF at HQ level, email: pdpimas@unicef.org 
28. Violations of the Code should be reported to the WHO at the country/regional level. For field details, contact WHO at the HQ level, email: cah@who.int or nutrition@who.int Violations can also be reported to the International Code Documentation Centre (ICDC) in Malaysia, email: ibfanpg@tm.net.my or Fundacion LACMAT in Argentina, email: fundacion@lacmat.org.ar or Italian Code Monitoring Coalition (ICMC) in Milan, email: icmc@ibfanitalia.ie
To feedback on the provisions of the Operational Guidance on IFE, to get advise or to share field experiences on its implementation, contact the IFE Core Group c/o The Emergency Nutrition Network (ENN), email: ife@ennonline.net http://www.ennonline.net 

29. Annex 1

Key Definitions
Breast Milk Substitute (BMS): Any food being marketed or otherwise represented as a partial or total replacement for breast milk, whether or not it is suitable for that purpose. 

Note: In practical terms foods may be considered BMS depending on how they are marketed or represented. These include infant formula, other milk products, therapeutic milk, and bottle-fed complementary foods marketed for children up to 2 years of age and complementary foods, juices, teas marketed for infants under 6 months. 
Commercial baby foods: industrially produced and marketed complementary foods, such as branded jars, packets of semi-solid or solid foods.

Complementary feeding (previously called ‘weaning’ and more accurately referred to as ‘timely complementary feeding’):  the child receives age-appropriate, adequate and safe solid or semi-solid food in addition to breast milk or a breast milk substitute.  See ‘infant complementary food’ 

Exclusive breastfeeding:  an infant receives only breast milk and no other liquids or solids, not even water, with the exception of drops or syrups consisting of vitamins, mineral supplements or medicines. 

Healthcare system: governmental, non-governmental or private institutions or organizations engaged, directly or indirectly, in healthcare for mothers, infants and pregnant women; and nurseries or childcare institutions. It also includes health workers in private practice. It does not include pharmacies or other established sales outlets.

Infant:  a child aged less than 12 months.

Infant complementary food: any food, whether industrially produced or locally-prepared, used as a complement to breast milk or to a breast-milk substitute.

Note: The term ‘infant complementary food’ is used to distinguish between complementary food referred to in infant and young child feeding and complementary food used in the context of Food Aid, which are foods (beyond the basic food aid commodities) given to an affected population to diversify their dietary intake and complement the ration, e.g. fresh fruit and vegetables, condiments or spices. Infant complementary foods should not be marketed for infants under six (completed) months. 

Infant Formula: A breast milk substitute formulated industrially in accordance with applicable Codex Alimentarius Standards (developed by the joint FAO/WHO Food Standards Program), to satisfy the normal nutritional requirements of infants to six months of age, and adapted to their physiological characteristics. Commercial infant formula is infant formula manufactured for sale, branded by a manufacturer and may be available for purchase in local markets. Generic infant formula is unbranded and is not available on the open market, thus requiring a separate supply chain. 

Milk Products: Dried whole, semi-skimmed or skimmed milk; liquid whole, semi-skimmed or skimmed milk, soya milk, evaporated or condensed milk, fermented milk or yogurt. 

Nutrition and health emergency response: For an agency to be part of the nutrition and health response, they must have staff actively involved in the healthcare system (see definition) who are responsible for targeting the BMS, monitoring the infants, and ensuring that the supply of BMS is continued for as long as the infants concerned need it.

Optimal infant and young child feeding:  early initiation (within one hour of birth) of exclusive breastfeeding, exclusive breastfeeding for the first six months of life, followed by nutritionally adequate and safe complementary foods while breastfeeding continues for up to two years of age or beyond.
Replacement feeding:  Feeding infants who are receiving no breastmilk with a diet that provides the nutrients infants need until the age at which they can be fully fed on family foods. During the first six months, replacement feeding should be with a suitable breastmilk substitute. After six months the suitable breastmilk substitute should be complemented with other foods. This term is used in the context of HIV. 

Artificial feeding is often the term used for feeding non-breastfed infants in a non-HIV context.

Therapeutic milk: Term commonly used to describe formula diets for severely malnourished children, e.g. F75 and F100. Strictly speaking, these are not milks – F100 comprises only 42% milk product and F75 less so. 

Note: Therapeutic milks should not be used to feed infants and young children who are not malnourished. The standard dilution of F100 has too a high a solute load for infants under six months of age. Therapeutic milks contain no iron and long-term use will lead to iron deficiency anaemia. 

Young child:  a child aged 12-<24 months (12-23 completed months). This age group is equivalent to the definition of toddler (12-23 months) as defined in the World Health Report 2005, p.155 (http://www.who.int/whr/2005/en/).

Annex 2
The International Code of Marketing of Breast milk Substitutes (1981) and Relevant World Health Assembly (WHA) Resolutions (The Code)

KEY PROVISIONS OF THE CODE 
1. No advertising of products under the scope of the Code to the public. 

2. No free samples to mothers. 

3. No promotion of products in health care facilities.

4. No donations of free or low cost supplies in any part of the health care system.

5. No company representatives to advise mothers. 

6. No gifts or personal samples to health workers. 

7. No words or pictures idealizing artificial feeding, including pictures of infants, on the labels of the products. 

8. Information to health workers should be scientific and factual. 

9. All information on artificial feeding, including the labels, should explain the benefits of breastfeeding and all costs and hazards associated with artificial feeding. 

10. Unsuitable products such as sweetened condensed milk should not be promoted for babies. 

11. All products should be of a high quality and take account of the climatic and storage conditions of the country where they are used. 

12. Promote and support exclusive breastfeeding for six months as a global public health recommendation with continued breastfeeding for up to two years of age or beyond. 

13. Foster appropriate complementary feeding from the age of six months recognizing that any food or drink given before nutritionally required may interfere with breastfeeding. 

14. Complementary foods are not to be marketed in ways to undermine exclusive and sustained breastfeeding. 

15. Financial assistance from the infant feeding industry may interfere with professionals’ unequivocal support for breastfeeding. 

16. The International Code of Marketing of Breastmilk Substitutes is a minimum requirement (WHA Resolution 34.22 1981) 

Annex 3 
Operational Guidance for Emergency Relief Staff and Programme Managers on Infant and Young Child Feeding in Emergencies, Version 2.1, February 2007 
KEY POINTS 
1. Appropriate and timely support of infant and young child feeding in emergencies (IFE) saves lives. 

2. Every agency should endorse or develop a policy on IFE. The policy should be widely disseminated to all staff, agency procedures adapted accordingly and policy implementation enforced (Section 1). 

3. Agencies should ensure the training and orientation of their technical and non-technical staff in IFE, using available training materials (Section 2). 

4. Within the United Nations (UN) Inter-agency Standing Committee (IASC) cluster approach to humanitarian response, UNICEF is likely the UN agency responsible for co-ordination of IFE in the field. Also, other UN agencies and NGOs have key roles to play in close collaboration with the government (Section 3). 

5. Key information on infant and young child feeding needs to be integrated into routine rapid assessment procedures. If necessary, more systematic assessment using recommended methodologies could be conducted (Section 4). 

6. Simple measures should be put in place to ensure the needs of mothers, infants and young children are addressed in the early stages of an emergency. Support for other caregivers and those with special needs, e.g. orphans and unaccompanied children, must also be established at the outset (Section 5). 

7. Breastfeeding and infant and young child feeding support should be integrated into other services for mothers, infants and young children (Section 5). 

8. Foods suitable to meet the nutrient needs of older infants and young children must be included in the general ration for food aid dependent populations (Section 5). 

9. Donated (free) or subsidized supplies of breast milk substitutes (e.g. infant formula) should be avoided. Donations of bottles and teats should be refused in emergency situations. Any well-meant but ill-advised donations of breast milk substitutes, bottles and teats should be placed under the control of a single designated agency (Section 6). 

10. The decision to accept, use or distribute infant formula in an emergency must be made by informed, technical personnel in consultation with the co-ordinating agency, lead technical agencies and governed by strict criteria (Section 6). 

11. Breast milk substitutes, other milk products, bottles or teats must never be included in a general ration distribution. Breast milk substitutes and other milk products must only be distributed according to recognized strict criteria and only provided to mothers or caregivers for those infants who need them. The use of bottles and teats in emergency contexts should be actively avoided (Section 6). 

Annex 4 
WHO HIV and Infant Feeding Technical Consultation held on behalf of the Inter-agency Task Team (IATT) on Prevention of HIV Infections in Pregnant Women, Mother and their Infants, Geneva, October 25 – 27, 2006 
CONSENSUS STATEMENT 
· The most appropriate infant feeding option for an HIV-infected mother should continue to depend on her individual circumstances, including her health status and the local situation, but should take greater consideration of the health services available and the counselling and support she is likely to receive. 

· Exclusive breastfeeding is recommended for HIV-infected women for the first 6 months of life unless replacement feeding is acceptable, feasible, affordable, sustainable and safe for them and their infants before that time. 

· When replacement feeding is acceptable, feasible, affordable, sustainable and safe, avoidance of all breastfeeding by HIV-infected women is recommended. 

· At six months, if replacement feeding is still not acceptable, feasible, affordable, sustainable and safe, continuation of breastfeeding with additional complementary foods is recommended, while the mother and baby continue to be regularly assessed. All breastfeeding should stop once a nutritionally adequate and safe diet without breast milk can be provided. 

· Whatever the feeding decision, health services should follow-up all HIV-exposed infants, and continue to offer infant feeding counselling and support, particularly at key points when feeding decisions may be reconsidered, such as the time of early infant diagnosis and at six months of age. 

· Breastfeeding mothers of infants and young children who are known to be HIV-infected should be strongly encouraged to continue breastfeeding 
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